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ABSTRACT

This study looked at the extent to which an elder's

impaired mental functioning
Protective Services- (APS)

(IMF)

is a factor in Adult

reporting.

IMF factors looked

for included: confusion, difficulty with orientation

(i.e., time, place, person, and situation), wandering,
difficulty managing finances, depression, suicidal
ideation, and mental illness

(i.e., psychiatric diagnosis

or recent hospitalization). The study design was a

guantitative exploratory study utilizing a content
analysis of 50 APS case files from San Bernardino County's
Department of Aging and Adult Services
Ontario, California.
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CHAPTER ONE

INTRODUCTION

This chapter will discuss the issue of elder abuse as
it relates to elders who have impaired mental functioning

(IMF). The idea that these elders are particularly

vulnerable due to their dependency will be examined. The
purpose of the research, which was to bring the mental

health needs of the elderly to prominence in the eyes of

policy makers, and assist the agency by gaining a clearer
understanding of possible staff training needs, will also
be discussed. Last, the chapter will discuss the

significance of the study for the field of social work,
which is the fact that social workers are at .the forefront

in providing services to the elderly.

Problem Statement

Elder abuse has been a recognized problem in the

United States since the mid 1970s. Researchers now believe
that four to five percent of elderly people are abused or

neglected (Penhale & Kingston,

Some research,

1997).

focused on the elderly person's

caregiver, lists caregiver mental illness, substance
abuse, isolation, and previous maltreatment by the elder

as being the main factors in elder abuse
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(Reay & Browne,

2001). Other research focuses on elder dependency and
impairments as being the prominent issue

& Berbig,

(Coyne, Reichman,

1993; Choi & Mayer, 2000; Comijs,

Bouter,

& Jonker,

Gruman,

Stern,

1998; Roberto, Teaster,

Smit,

& Duke,

Pot,

2004;

& Caro, 1997).

One may be able to debate the cause, however, the
idea that four to five percent of the elderly are
suffering is in and of itself grounds to consider elder

abuse a problem. As much of the previously mentioned
literature indicates, elders who have impaired mental
functioning

(IMF) are particularly vulnerable. They are

often confused, depressed or suffering from dementia or
other cognitive deficits

1999).

(Cyphers,

One study found an elder being physically or
I

financially abused was related to being dependant and
having depressive symptoms
with orientation,

(Comijs et al.,

1998).

Problems

in particular orientation to time were

reported in women who were abused 59% Of the time in

another study (Roberto, Teaster, & Duke,

2004). Still

another study found that 69.1% of the abused elders had
some level of difficulty with cognitive functioning.,

well as,

as

17.5% who suffered from depression/anxiety (Choi

& Mayer, 2000).
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Concern for the problem of IMF, abuse, and the mental
health needs of the elderly is evident in the

aforementioned research as well as a recent report by the

National Coalition on Mental Health and Aging (NCMHA),

which offers some frightening statistics. The coalition
indicates that mental illness in the elderly is expected

to double to 15 million within the next 30 years. The
coalition's report also indicates that 50-70% of visits to

medical doctors by the elderly are due to psychological

disturbances such as anxiety and depression

(NCMHA, 2004).

Two other statements by the coalition are also
relevant. They report that there is a lack of

geriatrically trained mental health professionals to meet
the demand, and that the elderly have the highest rate of
suicide of any group. One recommendation made by the
coalition is that mental health providers and family

members need to be educated concerning "healthy aging and

mental wellness"

(NCMHA, 2004).

Another issue regarding IMF and elderly mental health
is in the area of service delivery. Chang and Greene

(2001)

found that Adult Protective Service

(APS) workers

had problems getting elders a needed psychiatric

evaluation because the worker had to be able to tell the
psychiatric unit if the problem was a mental illness or a
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medical problem. The study further notes that this is
difficult to do as the elderly often display many symptoms

at the same time.

Purpose of the Study

Because the research previously mentioned (Coyne et

al.,

1991; Choi & Mayer, 2000; Comjis et al.,

Roberto, Teaster,
1997)

& Duke, 2004; Gruman,

Stern,

1998;

& Caro,

shows that IMF is a risk factor for abuse and mental

health service delivery can also be a problem (Chang &
Greene,

2001), the purpose of the study is to highlight

IMF factors in the elderly, thereby alerting policy makers
to the need for more mental health services for the

elderly. A second purpose is to assist local APS agencies
in better understanding the extent to which IMF factors
are present in their cases, thereby allowing them to

educate their staff and work on service delivery.
Because the focus of the research is on elderly who

have been abused and are suffering from IMF, the specific
group studied was males and females 65 years of age and

older who have had a confirmed abuse case according to APS
records. The study was a content analysis of APS files.

The reason for utilizing APS files to obtain

information was that APS is the mandated elder abuse
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investigation unit in California (Goodrich, 1997). Another
reason for utilizing APS files was that the study did not
involve surveys or interviews that involve speaking with

the subjects directly. This made it easier to maintain
confidentiality and was less disruptive to the subjects.
The study consisted of an analysis of 50 closed cases
from San Bernardino County's Department of Aging and Adult
Services

(DAAS) office in Ontario, California. The cases

had been confirmed to have elder abuse. A data extraction

instrument was utilized to collect data related to IMF

factors from the APS files. The data sought consisted of
looking for signs of IMF such as problems with orientation
(e.g., time,
dementia

situation, or place), or other signs of

(e.g., confusion, or wandering). Other data

sought was signs of mental illness

(e.g., depression, or

psychiatric diagnosis). The rational for looking for these

signs in particular was that they are present in much of
the aforementioned research.

Significance of the Project for Social Work
In March of 2005 the White House Conference on Aging

focused its attention on mental health and aging when the
National Coalition on Mental Health and Aging presented
its report

(NCMHA,

2004). It is important, therefore,
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for

the profession of social work to also focus attention on

this issue.
APS is .considered a social service agency.

It is

responsible for investigating elder abuse and linking

clients to any needed service,
services

including mental health

(Goodrich, 1997). Problems with elders who have

IMF are evident throughout the previously mentioned
research. Therefore,

social workers and social work as a

profession needs to have a better understanding of the

connection of IMF to elder abuse as well as the scope of
the problem.
It is hoped that the study will impact the assessing

and implementing stages of the generalist intervention

model. The study will help with assessing elder abuse as
it will make social workers more aware of the problem and

focus attention on looking for it when they assess elders

for possible abuse. The study.will also help with
implementation as drawing attention to the problem will
show the need for better service delivery for elders with

IMF.

Based on the aforementioned research, elder abuse
affects four to five percent of the elderly population and
elders with mental health issues are expected to grow to
15 million in the next 30 years; therefore the study was

6

needed. Because APS is the mandated elder abuse

investigation unit the use of APS files was an appropriate

mode in which to study IMF factors. The specific question
researched was: To what extent is impaired mental
functioning

(IMF)

a factor in APS reporting?
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CHAPTER TWO

LITERATURE REVIEW

Introduction
This chapter will address specific research that is

relevant to IMF and elder abuse. The chapter will cover
theories related to the cause of elder abuse

(e.g.,

psychological, situational, social learning theory,
caregiver stress and victim dependency).

It will also

cover research that specifically identifies IMF risk
factors

(i.e., elder difficulty with cognition, dementia,

and mental illness). Another topic covered under risk
factors will be risk factors present in those who become
abusers

(i.e., poor mental health, previous maltreatment

by the elder, caregiver stress). The final area covered
will be service delivery (i.e., gaps in home evaluation,
lack of trained mental health personnel).

Theories Guiding Conceptualization

One article of particular interest listed several

theories to explain the possible cause of elder abuse

(Wolfe, 1997). The psychological model is one mentioned.
It posits that a great many of those who abuse have
problems with mental illness or substance abuse issues. A

relationship between violent behavior and aggressive
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personality traits was shown (p.

155). In the same article

Wolfe uses the situational model to show the possibly that
caregiver burden and stress were the causes of abuse and
that lowering this burden would reduce the stress

(p. 155).
Social learning theory was also mentioned by Wolfe
(1997) as a possible explanation for elder abuse. The

theory posits that violence is learned. This theory is

used to explain child abuse, as literature is showing that

child abusers were often abused as children. However, the
theory has not been connected to elder abuse

Wolfe

(1997)

(p.

157).

lists several other theories as possible

explanations as well, however, she indicates that none of

them have been conclusively proven. Elder abuse studies
have turned their focus more toward risk factors rather

than causation (p. 159).

Penhale and Kingston (1997) point out that finding a
"sound theoretical base for the phenomena" is difficult
because of the lack of agreement about the definition of

abuse. They surmise that it is not likely that any one
factor causes abuse, but list three main types of
theories.

The first ones mentioned are intra-individual
theories such as psychopathology and alcohol or drug use.
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This theory suggests that violence happens due to the

flawed characteristics of individuals or the effects of
substance abuse problems. The second types of theories

were social psychological theories such as social learning
theory and exchange theory. These theories focus on how

individuals interact with each other to develop and learn
violent behavior. The third type of theory mentioned was
sociocultural theory, which includes conflict theory. This

theory focuses on the influence of social structures and
institutional organizations in developing violence

(Penhale & Kingston, 1997). It should be noted that

Penhale and Kingston (1997) point out that these theories
have not been fully tested on the correlation between

elder abuse and mental health.

The idea of elder dependency, which results in
caregiver stress, is being focused on at present to

explain abuse. The idea is that when elders become
dependent upon others due to poor physical health or IMF
they are more at risk for abuse because the caregiver is

burdened by the stress of caring for them (Wolfe,

1997,

p. 159). Wolfe further states, "If elder abuse is thought
to be mainly a result of caregiving stress, helping the

caregiver is the treatment of choice"

(p.

168). Because

elder abuse research is focusing mainly on risk factors,
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this research project also focused on looking for risk
factors, with the hope of making a contribution toward a

further understanding of the issue.

Research Focusing on Risk Factors
One study that focused on self-neglect showed that
victims of self-neglect generally live alone, are socially
isolated, and have higher rates of problems with
functional and cognitive impairments than do elders who
are abused by others

(Gruman, Stern,

& Caro,

1997). This

study analyzed data from an APS project in North Dakota.
The study sample included 223 cases of people over the age

of 50. The sample included victims of self-neglect and

abuse by others.

Victims in the study were assessed for cognitive
deficits in the following eight areas: orientation to
time, place, and person, recent memory loss, distant

memory loss,

inappropriate judgments, ability to

communicate,

and ability to comprehend. A cumulative score

was given based on the number of incorrect responses. Zero
meant no impairment. Eight meant maximum impairment. While

victims of self-neglect, abuse by others, and a mixed

group were all present within the study, victims of
self-neglect alone showed much higher rates of problems
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with mental illness

(e.g., 39% for,the self neglect group,

42% for the mixed [both types of abuse] group, and 14% for
the abuse by others only group). Cognitive or dementia
problems were noted in 25% of the self-neglect group,

17%

of the mixed group, and 24% of the abused by others group

(p. 317). The study further notes that only approximately

eight percent of people over 65 have symptoms of
Alzheimer's disease nationally. All three groups show

higher rates of impairment than the national average,
which is consistent with the theory that elder dependency
creates a greater risk factor for abuse

Cyphers

(1999)

the United States

(p. 320).

looked at elder abuse and neglect in

(US) by analyzing data from the National

Elder Abuse Incidence Study. Cyphers found that most

victims of elder abuse are women (60-70%),

450,000 elderly

persons aged 60 or over were victims in 1996, and that the
number is underreported by approximately 379,000. The
study further noted that approximately 60% of victims

reported to APS are confused to some degree and that 75%
of the victims of self neglect are confused and 75% are

depressed.
Based on the findings, Cyphers

(1999) makes several

recommendations. One recommendation is that due to

underreporting, education of the public as well as health
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care workers and other professionals is greatly needed.

Another recommendation is that there needs to be a

standardization of state definitions of elder abuse and
self-neglect and more uniform reporting procedures. This
in turn should create better service delivery.

Roberto, Teaster, and Duke

(2004) used data from 95

case, files of women victims of elder abuse from Virginia's

APS and found that 59% of them had cognitive difficulties,
particularly with orientation to time, and 61% of them

could not manage their financial affairs without help
(p. 8) .
The study also showed that the most common type of

abuse was neglect

(44%). After APS intervention, 58.9% of

the victims were assessed by APS workers as still being at
risk for abuse.
Some limitations of the study were that it focused
only on women, making it not generalizable to men. It also

looked only at substantiated cases and did not consider
that only about 16% of elder abuse cases are reported to
APS

(p.

14). The study authors call for "greater scrutiny"

of the problem and investigations that follow victims

beyond the investigation stage to see if interventions put
in place were successful

(p.

15).
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Choi and Mayer (2000)

studied the intake and

assessment files and termination notes of 370 cases

responded to by Protective Services for Older Adults
in NY. Researchers divided the abuse into types

self-neglect,

(PSA)

(e.g.,

financial exploitation, abuse by others).

They compared the groups according to demographics

(sex,

age), physical health, mental health (signs of

depression/anxiety), cognitive ability (ability to

understand consequences and available choices), and
alcohol/substance abuse problems.

The results showed that most of the elders in the
study where self-neglecting (22.7%). Over six percent of
the self-neglecting group were wandering into dangerous
places and 62.2% of the 22.7% were not able to manage

their finances. All of these findings are indicative of

problems with IMF. The study concluded that "maltreated

elders were, on average, in their late 70's,
cognitively impaired"
Comijs et al.

frail, and

(Choi & Mayer, 2000, p. 21) .

(1998)

studied a sample of 1,797

subjects from the Amsterdam Study of the Elderly (AMSTEL).

The study included elders between the ages of 65 and 84
years of age who were registered with a general
practitioner.
in their homes

Data were collected by interviewing subjects

(p.

69). Researchers looked at elder
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mistreatment, functional capacity, depressive symptoms,

and cognitive functioning.
Some of the- findings were that 38% of the victims of
physical aggression were depressed.

Financial exploitation

was associated with being a man, living alone, being

depressed, and being dependent in instrumental activities
of daily living [IADL]

(p. 71).

Coyne, Reichman, and Berbig (1993)

studied whether

having Alzheimer's Disease and other dementias was

associated with a risk for physical abuse in the elderly.
A questionnaire was given to 1,000 caregivers who phoned a
helpline specifically designed for caregivers of patients

with dementia. The questionnaires were completed by 342
caregivers

(p.

643).

Almost twelve percent of the caregivers admitted that
they had pinched,

slapped,

or hit their elderly patient

with dementia. These caregivers were providing care for
many years, their patients functioned at low levels of

cognitive ability, and the caregivers were themselves

depressed. Thirty three percent of the caregivers
indicated that the dementia patient had been abusive

toward them and these caregivers were more likely to

direct abusive behavior back toward the dementia patient
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than caregivers who had not been abused by the elder

(Coyne, Reichman, & Berbig,

1993, p.

643).

The study concluded that cognitive impairments and
the demands placed on caregivers of the elderly

cognitively impaired were associated with abuse. The study
also concluded that abuse of the caregiver by the dementia

patient played a role in the abuse. The study called for

more research on the topic and the identification of

intervention strategies to assist caregivers in caring for
dementia patients
p.

(Coyne, Reichman,

& Berbig,

1993,

64 6).
Reay and Browne

(2001)

studied the characteristics of

caregivers who abuse or neglect the elders who are
dependant upon them. A sample of 19 caregivers who

admitted that they had abused or neglected the elder were
given a series of five different assessment instruments as

well as a history questionnaire. The subjects had all been

referred to a clinical psychology clinic and were invited
to participate. All subjects were in good physical health,
had no signs of dementia, and had basic needs met

food, clothing, shelter)

(e.g.,

(p. 56).

Results showed that caregivers who have a history of

heavy alcohol consumption as well as a history of being
abused by their father in childhood showed a high risk for
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becoming physically abusive toward the elder in their
care. Another finding was that caregivers who neglect

their elder dependant have higher anxiety scores than
those who do not

(Reay & Browne, 2001, p.

61). All of the

caregivers lived with the dependant elder. The aim of the
study was to show that there is a difference between’

caregivers who physically abuse and those who neglect. The
study did show that there is a difference as previously

mentioned.
It is interesting to note that of those that had

physically abused an elder dependant none of them was

living with their father despite the presence of past
child abuse by their father. It is surmised in the study

that the abusers' anger relating to the affects of that
past childhood abusive situation played a role in the
caregiver being abusive toward the elder dependant for

whom they presently cared (Reay & Browne, 2001, p.

60) .

A study similar to this one was done in 2002 by MSW
students from California State University San Bernardino.

That research also focused on dementia and elder abuse
(Anderson & Watschke-Dixon,

2002).

It utilized data from

50 APS files in San Bernardino County. The study looked
only at dementia and cognitive functioning and did not

include mental health issues. While the study did not find
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any statistically significant results between elderly with
dementia and those without,

it did find that approximately

33% of the sample had dementia. The study also mentioned

APS file uniformity as being a problem in collecting data.

Research Related to Service Delivery
Chang and Greene

(2001)

looked at service delivery

for elderly with mental health issues as perceived by APS

investigators. A qualitative interview was conducted with
33 APS investigators in the state of Indiana. The age of

the participants ranged from 26-67 'years of age. Sixty
five percent of them were Caucasian females with college
degrees. Questions given to subjects were related to their
perceptions of the referral, follow up, and reporting

process, emergency room process, and what service gaps

existed (p. 29).

The results showed three main problems. First, APS
investigators felt that they had difficulty getting the

elder evaluated at a mental health clinic. The mental

health clinic expected them to be able to identify whether
the illness was a mental problem or a medical problem.
Investigators pointed out that this is often difficult to

do because the elderly often display multiple symptoms at

the same time

(Chang & Greene,
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2001, p. 31). The second

problem found in the study was related to sharing

information between the hospital and APS. The conflicting
confidentiality and information needs of the two entities

made the process difficult ,(p. 32) . The third problem
mentioned was that there is a need for home evaluations by

psychiatric teams. Some elderly are homebound or reluctant
to go to a clinic for evaluation and the clinics do not

make home calls

(p. 33). The study recommends better

coordination between mental health clinics and APS, and
the use of outreach teams to do home evaluations
Greene,

(Chang &

2001, p. 43).

Although not specific to mental health issues, one
article of note suggests that there is "wide variation in

state protective services programs"

(Goodrich,

1997). The

researcher studied APS service programs throughout the
U.S. Surveys were sent to all state elder investigation

units requesting information about their documentation
systems and risk assessment protocols

showed that only about half (28)

(p.

69). The survey

of the states are using

some kind of a risk assessment instrument. Twenty seven of
the states included mental/cognitive functioning in their
risk assessment

(p. 78). Goodrich (1997)

concludes that

more attention should be paid to uniformity and that what
is needed are "national models"
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(p. 85). She asserts that

this would not only help states but "provide a national

perspective on the problem"
Mays

(p.

85).

(2002) did a review of mental health services

for elders.

In hi's article Mays calls for a better working

relationship between APS and mental health service
providers

(p. 23). He also mentions that mental health for

the elderly is not a priority with most mental health
agencies and that there is a need for greater advocacy for
the elderly (p. 24).

Summary
While none of the literature reviewed suggests that

every elder who suffers from IMF will also suffer from
abuse,

it does suggest that elders with IMF are

vulnerable.

It does not matter whether one argues that it

is the mental health of the caregiver that is most

important or that it is the mental health of the elder
that is the larger factor. The research presented here

shows that dependant elders with IMF are at risk. The
research reviewed also shows that there are problems with

delivering mental health services to elders. The research
conducted was needed to continue to highlight IMF and

thereby bring the mental health needs of elders to the
attention of agencies and policy makers who serve them.
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CHAPTER THREE

METHODS

Introduction

The purpose of the research was to highlight impaired
mental functioning (IMF)

Adult Protective Services

as a risk factor for elder abuse.

(APS) has previously been

identified as the mandated elder investigation unit.
Therefore, this research utilized APS for data collection.
This chapter will cover study design (content analysis),

(by '

sampling (abused elders 65 and over), data collection
the use of a data extraction instrument), procedures

(50

randomly selected cases from the Department of Aging and
Adult Services

[DAAS] office in Ontario, California),

protection of human subjects

(case files only were

utilized, and anonymity will be maintained by the
researcher), and data analysis

(a quantitative analysis

using chi-square).

Study Design

The question researched for this study specifically
was: To what extent is IMF a factor in APS'reporting? The

research design was a quantitative exploratory study,

which looked at the frequency of IMF factors found in APS
files. The research consisted of a content analysis of
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closed APS files in which elder abuse had been confirmed.

Confirmed cases further make IMF visible in elderly who
have been abused. As previously stated, APS is the

mandated elder investigation unit for California
(Goodrich,

1997), therefore it made sense to utilize their

data when looking for the frequency of IMF in elderly who
have been abused.
The files focused on were for the time period between

January 1 and December 31, 2004. Previous research has

used sample sizes in various ranges. Choi and Mayer (2000)
used an APS sample of 370 cases. Roberto, Teaster, and
Duke

(2004) utilized a sample of 95. Anderson and

Watschke-Dixon

(2002) did a similar study to the one

proposed with a sample of 50 cases. In order to make the
project feasible and to build upon the Anderson and
Watschke-Dixon

(2002)

study, a random sampling was taken

of 50 APS cases from San Bernardino County's Department of

Aging and Adult Services

(DAAS)

in the Ontario office.

Despite the problems inherent in looking at case
files

(e.g., worker bias and/or haphazard record keeping)

(Anderson & Watschke-Dixon, 2002), the project yielded
valuable information regarding the frequency of IMF

factors as perceived by those responsible for the

investigation of elder abuse. The research was also useful
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in highlighting problems with service delivery, worker
training, and/or record keeping.

Sampling

In order to make the research specific to the elderly

and specific to abused elderly, the characteristics of the

sample were men and women aged 65 and older who had a
confirmed case of elder abuse as substantiated by APS

investigators in Ontario. The sample came from 50 APS case

files of confirmed elder abuse, which were randomly chosen
through a systematic process.
Obtaining the sample was feasible for several

reasons. First, the researcher works for DAAS. DAAS is
responsible for APS investigation and case file retention

for San Bernardino County. The researcher also works

specifically for the Ontario DAAS office, which is where
the research sample was taken, making access to the

records feasible.
Second, the project was discussed with the DAAS

director, who gave permission for the project to proceed.
Third, the project was feasible because of the
standardization of the case files. Each file is required
to have an initial assessment sheet completed by the

worker. The assessment sheet has boxes for the worker to
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check indicating the presence of IMF factors, making data

extraction and recording plausible.

Data Collection and Instruments
Data were collected from the 50 APS case files by

using a data extraction instrument.

Data collected related

to all information found within the files that indicated

the presence of IMF within the cases. The independent

variable was IMF. The constant was elder abuse.

■ Based on the research reviewed and previously

mentioned (i.e., Choi & Mayer, 2000; Roberto, Teaster,
Duke, 2004; Gruman, Stern,

& Caro,

&

1997), the IMF factors

specifically looked for within the case files were
problems with orientation (time, person, place, and

situation),

coherency in thought, confusion, dementia,

delusions, suicidal ideation, developmental delay, mental
disorder, and psychiatric diagnosis

(DSM IV AXIS I

diagnosis or history of hospitalizations). As noted by
Anderson and Watschke-Dixon (2002), case files often have
problems with inconsistent record keeping. Therefore, not

only was the intial assessment sheet checked for signs of

IMF, the worker written case narratives were also read for
signs of IMF noted therein

(See Appendix A).
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Signs of IMF may not be worded as precisely in the
case narratives as they are in the standardized initial

assessment sheet. Therefore, wording suggesting wandering

(e.g., getting lost), the inability to manage finances
(e.g., problems with eviction and inability to pay bills),

inappropriate judgments, and recent memory loss

(e.g.,

can't remember where typical household items have been
put, or didn't know what time of day it was or if they had
eaten that day) were also considered indicative of

problems with IMF.

The level of measurement in this study is mostly
nominal.

IMF factors on the standardized assessment sheet

are not on a scale. They are simply checked boxes
indicating yes or no. Some scale measurement was included

with the inclusion of age as a factor and in adding up the
number of factors present in each sample. A Likert factor
scale was created for the purpose of determining the level

of IMF severity in each sample.

Procedures
The data collection was done during the summer months
of 2005. Closed case files are kept at the Ontario DAAS

office. Upon approval of the Ontario office deputy
director, the assistance of the Ontario office APS clerk
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was obtained in•retrieving closed substantiated files for

the year 2004. The first case was selected randomly. Then
in alphabetical order, every third case that met the

sampling criteria was selected for data collection until
50 cases were selected. The data were collected over a two

week period during the first part of August, 2005. The

data was extracted and recorded onto the data extraction
instrument within the office in an area set aside for
privacy.

Protection of Human Subjects

The researcher was the only one extracting data from
the case files and therefore, the only one with knowledge
of the personal confidential information contained in the
files. The researcher is an employee of DAAS and agreed to
keep DAAS records confidential. There was also no direct

contact with subjects and data collected on the extraction

instrument did not contain subject's personal identifiable

information (e.g., name, address, phone number). Once data
were extracted from the files they were returned to the

APS clerk for storage.

Data Analysis

Because the question being researched concerned the
frequency of IMF found in APS files, data analysis
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included univariate analysis of frequency and central
tendency. Variables were recorded in terms of their
frequency and percentage as related to the number of cases

studied.

Also looked at was frequency differences between men

and women and frequency differences between age groups
(e.g.,

65 to 75 and 75 and over). In order to test such

mixed variables a t-test was done. It was likely that
older women would show higher levels of problems with IMF

as this is what is suggested in some of the research

(Cyphers,

1999).

Further bivariate analysis was also done. The
variables were nominal. Therefore, the type of analysis

used to test for statistical significance was a
chi-square. Data were tested for an association between
the variable orientation to time and the variable mental

confusion. Other associations were also tested.
Each sample's IMF factors were counted and given a

total number. Therefore, it :was also relevant to do a
K-means cluster to determine the level of severity of IMF
factors in the samples.
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Summary
The purpose of the study was to explore the frequency

and significance of IMF in elders who are 65 and over and
have had a confirmed case of elder abuse as substantiated
by APS in the Ontario DAAS office. Sampling included 50

closed case files from the time period beginning January

1, 2004 and ending December 31, 2004. Data were collected
on a data extraction instrument. Human subjects were not

involved and any identifying information was protected by
the researcher, who is a DAAS employee. Data analysis

included univariate analysis of frequency and central

tendency, a bivariate analysis utilizing chi-square

testing for association between variables, a t-test to

look for differences between gender and age groups, and a

K-means cluster to look for levels of severity of IMF
factors found in the samples.
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CHAPTER FOUR
RESULTS

Introduction
This chapter will look at the sample's demographic

characteristics and frequency results.

It will also cover

the results of a t-test performed on differences between

age groups as well as the results of several Chi-square
tests. Last, the chapter will look at the results of a

K-means cluster performed to provide a Likert-type scale
on the variable named total Impaired Mental Functioning

(IMF)

factors.

Presentation of the Findings
The total number of case files investigated was 50.

Eight of the cases had some data missing. The age of the

participants ranged from 66-94. The majority of the

participants were between 76 and 85 years of age

(48%)

(See Table 2, appendix B).

Most of the participants were Caucasian

(66%) with

the second highest level of ethnic participation being

Hispanic (24%) . There were no Asian or Pacific Islanders
in the study (See Table 3, appendix B).
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In most cases the participants lived with others

(64%). Thirty four percent lived alone

(See Table 4,

appendix B).

The gender breakdown in the study was 76% female with

24% male. Most of the participants were abused by others
and the type of abuse mentioned in the case files

(60%)

most frequently was health and safety (44%)

(See Table 5,

appendix B).
There were 24 Impaired Mental Functioning

(IMF)

factors considered in the data extraction. A yes response
on the instrument meant that there was a problem noted.

Univariate analysis showed the narrative factor poor

judgment as having the highest percentage of yes responses
(32%). Financial management problems were noted in 26% of

the cases. Dementia had 24% yes responses noted. Several
factors were noted in the case files as not having any yes
responses. Hallucinations, Sleep Loss, Developmental

Delay,

Substance Abuse, and Suicidal Ideation all showed

0% yes responses

(See Table 6, appendix B).

Bivariate analyses were conducted for all factors and
client characteristics. A chi-square was then performed to

test for level of statistical significance. Many of the
chi-squares proved to be statistically significant. The
majority of significant chi-squares involved three of the
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orientation IMF factors, which were: time, place, and
situation

(See Table 1 for summary,

see appendix B for

statistical results).

Table 1. Summary of Significant Orientation Chi-squares

Financial
Confusion
Management

Oriented to
Place

X

Oriented to
Time

X

Oriented to
Situation

X

X

Coherent

Dementia

Short Term
Memory
Loss

X

X

X

X

X

X

X

X

X

The chi-square for abuse by self, others and living
situation showed a significant association between both

types of abuse and a person's living situation. Abuse is
occurring more often than expected when living alone and

when living with others

(See Table 7, appendix B).

Narrative factor poor judgment and abuse by self and
others were associated.

Poor judgment was a factor more
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often than expected both in self-abuse and abuse by others
(See Table 8, appendix B).
Confusion and not being orientation to time showed a
significant association. More often than expected, when
confusion was present, a problem with orientation to time

was also present

(See Table 9, appendix B).

Not being oriented to place and narrative factor

financial management were associated. More often than

expected when a problem with orientation to place existed
a problem with financial management also existed (See
Table 10, appendix B).
Not being oriented to time and narrative factor

financial management were associated. More often than

expected when problems with orientation to time existed
there was also a problem with financial management

(See

Table 11, appendix B).

Not being oriented to situation and narrative factor

financial management were associated. More often than
expected when a problem with being oriented to situation

existed a problem with managing finances also existed (See
Table 12, appendix B).

Confusion and narrative factor financial management
were associated. More often than expected when a problem
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with confusion existed a problem with managing finances

also existed (See Table 13, appendix B).

Not being oriented to place and not being coherent
were associated. More often than expected when problems

with orientation to place were seen problems with
coherency were also seen (See table 14, appendix B).

Not being oriented to time and not being coherent
were associated. More often than expected when a problem
with orientation to time was noted the worker also
consider there to be a problem with coherency (See Table

15, appendix B).

Not being oriented to situation and not being
coherent were associated. More often than expected when
the worker found that there was a problem with orientation

to situation there was also a problem with coherency (See

Table 16, appendix B).
Being confused and not being coherent were

associated. More often than expected when confusion was

noted as being present by the worker coherency was also
seen to be a problem (See Table 17, appendix B).

Not being oriented to place and dementia were

associated. More often than expected when orientation to
place was noted as being a problem dementia was also seen

to be present

(See Table 18, appendix B).
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Not being oriented to time and dementia were

associated. More often than expected when orientation to

time was noted as a problem dementia was also seen to be
present

(See Table 19, appendix B).

Not being oriented to situation and dementia were

associated. More often- than expected when orientation to
situation was noted as being a problem dementia was also

noted as being present

(See Table 20, appendix B).

Short-term memory loss and dementia were associated.
More often than expected when short term memory loss was

noted as being present Dementia was also noted as being

present

(See Table 21, appendix B).

Not being oriented to place and short term memory

loss were associated. More often than expected when

orientation to place was noted in the case file as being a
problem short term memory loss was also noted as being a
problem (See Table 22, appendix B).

Not being oriented to situation and short term memory
loss were associated. More often than expected when not

being oriented to situation was noted problems with short
term memory loss were also noted (See Table 23, appendix

B) .
Not being oriented to time and short term memory loss
were associated. More often than expected when not being
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oriented to time was noted a problem with short term
memory loss was also noted (See Table 24, appendix B).

Crosstabulation of Narrative factor wandering and
abuse by self or others was not found to be statistically

testable with chi-square due to cell size. However,

in a

larger study there may prove to be a significant

association between a person wandering and abuse by self

(See Table 25, appendix B).

The t-test conducted to determine whether there were
differences between males, females and age groups did not

prove to be significant. Thus, the null hypothesis that
there are no differences between age groups of the sample,

and males and females was accepted.

In order to determine the level of severity of
problems with impaired mental functioning

(IMF)in the

study, the variable named total IMF was created by adding
up the number of yes responses in each case. The total

represented the number of IMF factors present.
A k-means cluster analysis was then performed on the

variable. In order to create a Likert-type scale with
severity levels indicating low, medium, and high, three

clusters were specified in the analysis. The highest level
of IMF factor severity was at level one with a mean of
8.60

(5 cases), which means that 5 cases in the sample had
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a mean of 8.60 IMF factors present. Out of 50 cases 18
were found to be clustered around either moderate or high

levels of IMF severity (See Table 26 and 27, appendix B).

Bivariate analysis was also done on the factor total
# IMF. None of the correlations proved to be significant.
No further analysis was done on the factor.

Summary

This chapter gave a presentation of the findings from
this research project. The findings included a demographic

description and frequency analysis. Bivariate analysis
utilizing the chi-square was also done on associations
that proved to be significant. Other tests performed

included a t-test to check for significance between age

groups and males and females, and a k-means cluster

analysis to provide a Likert-type scale of IMF severity.
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CHAPTER FIVE

DISCUSSION

Introduction

Included in this Chapter is a discussion of the
findings from statistical analysis of 50 APS case files
from San Bernardino County Department of Aging and Adult

Services, in the Ontario, California office. The

discussion will cover the demographics of the sample, as
well as the results of univariate frequency analysis and

significant bivariate factor analysis done using
chi-square testing. Also covered will be the results of a
t-test and k-means cluster. The implications of the

results as well as unanticipated results will also be

explored. Finally, the limitations of the study will be

discussed and conclusions will be drawn for the purpose of
suggesting implications for social work practice.

Discussion
Most victims in the sample were female. This is

consistent with population demographics reported in

Cyphers

(1999). The sample was primarily Caucasian and

between the ages of 76 and 85, which is consistent with
the Anderson and Watschke-Dixon
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(2002)

study, which

reported the same ethnic and age breakdown for the same

geographic area as this study.
The question asked in the research was: To what
extent is impaired mental functioning

(IMF) a factor in

APS reporting? In looking at the number of statistically

significant IMF factor associations,

one would have to

conclude that the hypothesis has been supported.

IMF is a

significant factor in APS reporting.

Narrative factors poor judgment and financial
management along with dementia were reported most often.
They were also most often associated, with problems with

orientation to time, place, and situation,

indicating that

elders with these IMF problems are particularly
vulnerable. For example, associations among orientation to
time, orientation to place, orientation to situation and

narrative factor financial management were all

statistically significant. This is consistent with

Roberto, Teaster, and Duke

(2004) who investigated 95 APS

files and found that problems with orientation to time and

financial management were prevalent in 61% of the cases
studied.
These same orientation factors were also associated
with problems with coherency, dementia and short term
memory loss. Some of the reason for this could be that APS
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workers saw these factors

(i.e., coherency, dementia, and

short term memory loss) as being the same and checked the
assessment instrument items according to their

preferences. This may mean that the instrument needs to be

revised due to repetition, or further training of workers
regarding the meaning of the factors needs to be done.

This is consistent with Goodrich (1997) who found that
problems and inconsistency with APS instruments exist
throughout the United States. ■

The t-test asked the question: Are there differences

between men and women, and between age groups when it
comes to problems with IMF? It was likely that older women

would show higher levels of problems with IMF as is
suggested in research done by Cyphers

(1999). It did not

prove to be true in this study. The test did not reach
statistical significance. The sample size may have been
too small as the Cyphers

(1999)

study utilized a sampling

of 20 counties in 15 states.

The k-means cluster analysis was done to determine
the level of severity of IMF factors in the sample. The

test showed that 5

severity and 13

(10%)

(25%)

of the cases had a high level of

of the cases had a moderate level of

severity. This is consistent with the finding of Gruman,

Stern, and Caro (1997)

study in which APS data were also
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analyzed and victims were given a cumulative score for the
number of cognitive deficits found. Like this study, they

also considered a score of 8 to be severe. Their study
also found, as did this one, that 25% of the elders had

some cognitive deficits or dementia.
It is also noted in the same study, and is consistent
with the finding of this one, that this amount of

cognitive impairment is higher than the national average

for people over 65. The national average is 8%
Stern,

(Gruman,

& Caro, 1997). This finding supports the theory

posited by Wolfe

(1997)

that elder dependency due to

health or cognitive deficit creates greater risk.

One unanticipated result was that several of the IMF
factors were not reported in the data at all. Substance
abuse,

suicidal ideation, and sleep loss are of particular

note considering the findings of the National Coalition on

Mental Health and Aging [NCMHA]

(2004). NCMHA indicated

that 17% of older adults misuse or abuse alcohol.
Depression symptoms, one of which is disturbances in

sleep, occur in 20% of older adults. Older adults also

have the highest suicide rate of any population group.

Older white men have the highest rate of all

(65 per

100,000), which is almost six times that of the general

population

(NCMHA,

2004).
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One possible reason for the lack of reporting could
be a lack of training regarding the issue. Workers may not

understand the signs and symptoms to look for when
assessing for substance abuse,

suicide, and depression.

Another reason for the lack of reporting could be that

workers are failing to look for signs and symptoms when

they assess APS victims.

If the elder person is not verbal

about these issues the worker may assume there are no

problems. Either reason implies that further training is
needed in this area.

Limitations
The following limitations apply to the project.

First, the sample size was small. It contained only 50
case files from one APS office in San Bernardino County,

and therefore, cannot be generalized beyond that office.

Also, despite utilizing 50 cases, eight cases had missing
data, which further limits the sample size and brings up a

second limitation, that being, incomplete record keeping

by APS workers. This fact created the need for the

investigator to create narrative factors, which leads to
the third limitation.

There was also the problem of interrater reliability,

particularly regarding the narrative factors. This
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investigator was the only one reading the case files and
interpreting the narration therein, which allows a limited
perspective on the material.
Last, is the issue of the k-means cluster. While it

does give insight into the number of IMF factors found in
the samples and creates a severity scale, it is subjective

in that the investigator chose the number of clusters to
be made. There was no sense of natural clustering.

Also regarding the k-cluster is another problem with
the levels of severity. The clustering assumes that all of

the cases had as least a mild level of IMF factors
present. However, there were a number of cases that had
zero factors present, which would indicate that there were

no problems with IMF in those samples.

Recommendations for Social Work
Practice, Policy and Research
One result of this study shows a need for greater
clarity in APS assessment forms.

If, as the results

suggest, workers find the forms repetitive

(i.e., workers

considered confusion, dementia, and short term memory loss
the same thing)

they should either be revised so that they

are clearer to workers, or greater training regarding
their use should be given.
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Another recommendation is for more training for APS
workers regarding the areas of substance abuse and suicide

in the elderly. APS workers need to look for signs and
symptoms and have an awareness of available resources in

the area to deal with these issues.

Despite the limitations of the study,

it is clear

that IMF has an impact on the vulnerability of elders to

abuse. Therefore, in a broader sense, the results confirm
the need for the social work profession as whole to

continue to focus on mental health for the elderly. As
NCMHA (2004) points out, this is a growing population that

will challenge the nation's public and private healthcare

system.

NCMHA (2004)

further points out that 20% of "people

over 55 experience cognitive disorders that are not part
of the normal aging process." Therefore, more research is

needed in the area of IMF and its connection to the

ability to care for one's self with the goal of creating
risk assessments and protocols for APS to utilize as

interventions. For example, the severity scale created in
this study could be utilized as a risk assessment tool

with the assumption that the higher the elder falls on the
scale the more at risk they are.,
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NCMHA (2004) had several recommendations that bear
reporting here. The recommendations included: greater

community outreach regarding substance abuse and mental
health in general, more acute care services, and greater
attention to education and prevention.

Conclusions
The study's results concluded that greater emphasis
on training APS workers regarding substance abuse and

suicide signs and symptoms is needed. The study also calls

for standardized assessment forms that create greater
clarity for reporting purposes.

Because the study yielded many statistically

significant associations, particularly regarding mental

orientation,

confusion, dementia,

and financial management,

short term memory loss,

the answer to the question is

IMF a factor in APS reporting was answered in the

affirmative.
Due to the findings of the NCMHA (2004)

and the

results of the study, it is recommended that policy makers
place more emphasis on mental health and the elderly in

general. Specific attention should be given to community
outreach, acute care services, and education.
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Caring for vulnerable populations is at the center of

social work practice. The social work profession would be

remiss if it did not pay attention to the needs of the
elderly. According to NCMCA (2004) because this age group
is growing, problems with substance use and cognitive

impairments will increase to the point of becoming a major

health problem in the near future. There is much for the

social work profession to do.
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APPENDIX A
DATA EXTRACTION INSTRUMENT
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APS Data Extraction Instrument

Sample #____

Living Situation: Alone/Others

Age___

Abuse type: Self/Other Gender: M/F

Mental Functioning Factors as Indicated on APS Form
1. Alert y n

2. Coherent y n
3. Oriented to person y n
4. Oriented to place y n
5. Oriented to time y n

6. Oriented to situation y n
7. Confusion y n
8. Dementia y n

9. Short term Memory Loss y n

10. Medication mismanagement y n
11. Possible mental disorder y n
12. Hallucinations y n
13.

Sleep loss y n

14 . Developmental delay y n

15.

Substance abuse y n

16.

Psychiatric Diagnosis y n

17. Brain injury y n
18.

Suicidal ideation y n

19. Delusions y n
20. Loss of appetite y n

Total # y___

Factors Found in Narrative (not present on APS Form)

1. Evidence of wandering

2. Memory loss

(getting lost)

y n

(when last ate, time of day)

y n

3. Unable to manage finances ' (paying bills)

y n

4. Poor judgments

(not dressing for weather) y n

Total# Y
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APPENDIX B

STATISTICAL SUMMARY
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Table 2. Age

Frequency

Percent

66-75 years old

16

32%

76-85 years old

24

48%

86-94 years old

10

20%

Total

50

100%

Frequency

Percent

Caucasian

33

66%

Hispanic

12

24%

5

10%

50

100%

Frequency

Percent

Living alone

17

34%

Living with others

32

64%

Total

49

98%

1

2%

Frequency

Percent

Physical

10

20%

Fiduciary

17

34%

Health and Safety

22

44%

Total

49

98%

1

2%

Table 3. Ethnicity-

African American

Total
Table 4. Living Situation

Missing
Table 5. Abuse Type

Missing

49

Table 6. Univariate Factor Frequency

Frequency of
Yes responses

Percent of Yes
responses

Narrative Factor Poor Judgment

16

32%

Narrative Factor Financial Management

13

26%

Dementia

12

24%

Short Term Memory Loss

10

20%

Medication Mismanagement

8

16%

Loss of Appetite

8

16%

Oriented to Time

7

14%

Oriented to Situation

7

14%

Oriented to Place

7

14%

Confusion

7

14%

Coherent

6

12%

Narrative Factor Wandering

6

12%

Narrative Factor Memory Loss

6

12%

Oriented to Person

5

10%

Psychiatric Diagnosis

4

8%

Possible Mental Disorder

2

4%

Alertness

2

4%

Delusions

1

2%

Head Injury

1

2%

Sleep Loss

0

0%

Hallucinations

0

0%

Substance Abuse

0

0%

Suicidal Ideation

0

0%

Developmental Delay

0

0%

Factor
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Table 7. Abuse by Self and .Others and Living Situation

Living Situation

Alone

With
Others

Total

13

6

19

Expect Count

6.6

12.4

19.0

Others Count

4

26

30

Expect Count

10.4

19.6

30.0

17

32

49

Abuse By
Self Count

Total Count
X = 15.581, df = 1, p = .000

Table 8. Narrative Factor Poor Judgment and Abuse By
Abuse By
Self

Others

Total

6

25

31

12.1

18.9

31.0

12

3

15

5.9

9.1

15.0

18

28
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Narrative Factor Poor Judgment
No Count

Expect Count

Yes Count
Expect Count

Total Count
X = 15.609, df = 1, p = .000
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Table 9. Confusion and Orientation to Time

Oriented to Time
No

Yes

Total

31

4

35

29.2

5.8

35.0

4

3

7

5.8

1.2

7.0

35

7

42

Confusion
No Count

Expect Count
Yes Count
Expect Count

Total Count

X = 4.149, df = 1, p = .042

Table 10. Orientation to Place and Narrative Factor

Financial Management
Narrative Factor Financial
Management

No

Yes

Total

20

6

35

26.7

8.3

35.0

3

4

7

5.3

1.7

7.0

32

10

42

Oriented to Place
No Count

Expect Count
Yes Count

Expect Count
Total Count
X = 5.145, df = 1, p = .023

52

Table 11. Oriented to Time and Narrative Factor Financial

Management
Narrative Factor Financial
Management

No

Yes

Total

29

6

35

Expect Count

26.7

8.3

35.0

Yes Count
Expect Count

3

4

7

5.3

1.7

7.0

32

10

42

Oriented to Time
No Count

Total Count
X = 5.145, df = 1, p = .023

Table 12. Orientation to Situation and Narrative Factor

Financial Management
Narrative Factor Financial
Management

No

Yes

Total

29

6

35

26.7

1.7

35.0

3

4

7

5.3

1.7

7.0

32

10

42

Oriented to Situation
No Count
Expect Count

Yes Count

Expect Count
Total Count
X = 5.145, df = 1, p = .023
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Table 13. Confusion and Narrative Factor Financial

Management
Narrative Factor Financial
Management

No

Yes

Total

29

6

35

26.7

8.3

35.0

3

4

7

5.3

1.7

7.0

32

10

42

Confusion

No Count

Expect Count
Yes Count

Expect Count

Total Count
X = 5.145, df = 1, p = .023

Table 14. Oriented to Place and Coherent

Coherent
No

Yes

Total

32

3

35

30.0

5.0

35

3

7

Oriented to Place
No Count

Expect Count

Yes Count

4

•

Expect Count

6.0

1.0

7.0

Total Count
X = 5.600, df = 1, p = .018

36

6

42
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Table 15. Oriented to Time and Coherent

Coherent
No

Yes

Total

32

3

35

30.0

5.0

35.0

4

3

7

6.0

1.0

7.0

36

6

42

Oriented to Time
No Count

Expect Count

Yes Count
Expect Count

Total Count
X = 5.600, df = 1, p = .018

Table 16. Orientation to Situation and Coherent
Coherent

No

Yes

Total

32

3

35

30.0

5.0

35.0

4

3

7

6.0

1.0

7.0

36

6

42

Oriented to Situation
No Count

Expect Count

Yes Count
Expect Count

Total Count
X = 5.600, df = 1, p = .018
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Table 17. Confusion and Coherent

Coherent

No

Yes

Total

32

3

35

30.0

5.0

35.0

4

3

7

Expect Count

6.0

1.0

7.0

Total Count
X = 5.600, df = 1, p = .018

36

6

42

Confusion

No Count

Expect Count

Yes Count

Table 18. Oriented to Place and Dementia
Dementia

No

Yes

Total

29

6

35

25.0'

10.0

35.0

1

6

7

5.0

2.0

7.0

30

12

42

Oriented to Place
No Count

Expect Count
Yes Count

Expect Count

Total Count
X = 13.440, df = 1, p = .000
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Table 19. Oriented to Time and Dementia
Dementia

No

Yes

Total

29

6

35

25.0

10.0

35.0

1

6

7

5.0

2.0

7.0

30

12

42

Oriented to Time
No Count

Expect Count
Yes Count

Expect Count

Total Count
X = 13.440, df = 1, p = .000

Table 20. Orientation to Situation and Dementia

Dementia

No

Yes

Total

29

6

35

25.0

10.0

35.0

1

6

7

5.0

2.0

7.0

30

12

42

Orientation to Situation
No Count

Expect Count
Yes Count

Expect Count

Total Count
X = 13.440, df = 1, p = .000
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Table 21. Short-term Memory Loss and Dementia

Dementia
No

Yes

Total

28

4

32

22.9

9.1

32.0

2

8

10

7.1

2.9

10.0

30

12

42

Short Term Memory loss
No Count
Expect Count

Yes Count
Expect Count

Total Count
X = 17.010, df = 1, p = .000

Table 22. Oriented to place and Short Term Memory Loss
Short Term Memory Loss

No

Yes

Total

31

4

35

26.7

8.3

35.0

1

6

7

5.3

1.7

7.0

32

10

42

Oriented to Place
No Count

Expect Count

Yes Count
Expect Count

Total Count
X = 17.745, df = 1, p = .000
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Table 23. Oriented to Situation and Short Term Memory Loss

Short Term Memory Loss

No

Yes

Total

• 31

4

35

26.7

8.3

35.0

1

6

7

5.3

1.7

7.0

32

10

42

Oriented to Situation
No Count
Expect Count

Yes Count
Expect Count
Total Count
X = 17.745, df = 1, p = .000

Table 24. Orientation to Time and Short Term Memory Loss

Short Term Memory Loss
No

Yes

Total

31

4

35

26.7

8.3

35.0

1

6

7

5.3

1.7

7.0

32

10

42

Oriented to Time
No Count

Expect Count
Yes Count

Expect Count

Total Count
X = 17.745, df = 1, p= .000
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Table 25. Narrative Factor Wandering and Abuse By Self or

Others
Abuse By
Self

Others

Total

13

28

41

16.0

25.0

41.0

5

0

5

2.0

3.0

5.0

Narrative Factor Wandering
No Count

Expect Count

Yes Count
Expect Count

Total Count
2 cells (50%)

18
28
46
expected count was < 5, Minimum is .48

Table 26. Total number of IMF and K-Means Clusters

K- Means Cluster

Total # IMF

1

2

3

8.60

4.08

.75

Table 27. Cluster and Number of Cases
Number of Cases

Cluster

(high level)

5

(Moderate level)

13

(25%)

3

32

(65%)

1
2

(Low level)

50

Total

60

(10%)

(100%)
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